Objectives: The first objective was to determine the prevalence of psychological maladjustment (emotional and behavioural problems), low academic competencies and teasing/social rejection among obese Icelandic children enrolling in a family-based behavioural treatment. A second objective was to explore the degree to which teasing/social rejection specifically contributes to children's psychological adjustment and academic competencies when controlling for other variables, including demographics, children's physical activity, parental depression and life-stress. Methods: Participants were 84 obese children (mean body mass index-standard deviation score ¼ 3.11, age range ¼ 7.52-13.61 years). Height and weight, demographics and measures of children's psychological adjustment, academic competencies, teasing/social rejection and physical activity were collected from children, parents and teachers. Parental depression and life-stress was self-reported. Results: Over half the children exceeded cutoffs indicating concern on at least one measure of behavioural or emotional difficulties. Children endorsed significant levels of teasing/social rejection, with almost half acknowledging they were not popular with same-gender peers. Parent reports of peer problems were even higher, with over 90% of both boys and girls being rated by their parents as having significant peer difficulties. However, rates of low academic competencies as reported by teachers were not different from those of the general population. In regression analyses controlling for other variables, self-reported teasing/social rejection emerged as a significant contributor to explaining both child psychological adjustment and academic competencies.
Introduction
In clinical samples of overweight and obese youngsters, a higher rate of psychological maladjustment (emotional and behavioural problems) has been observed as compared to population-based samples of either obese or normal weight youngsters. [1] [2] [3] [4] [5] In community samples of children and adolescents, overweight and obesity has also been associated with lower academic competencies, [6] [7] [8] although this association has, to our knowledge, not been studied in a clinical sample of obese children. Several factors have been implicated in the association of psychological adjustment and childhood obesity. Among those are the child's referral status, gender and age, degree of overweight, socio-economic status (SES), level of physical activity, parental psychological adjustment and last but not least level of teasing and social rejection. In general, the trends emerging from both clinical and community studies are that children seeking treatment, children who are older and girls in particular, 1 children with lower SES, 2,9 children who have parents who report worse psychological adjustment for themselves 2, [9] [10] [11] [12] [13] and children who report experiencing teasing or social rejection [14] [15] [16] seem to be at risk for higher rates of psychological adjustment than those who do not report experiencing teasing or social rejection. However, a higher degree of overweight has not been associated with an increased risk of psychological maladjustment in clinical samples of obese children, 2,9-11 although this association has been commonly observed among community-based samples. [17] [18] [19] Few studies have been published about the moderators and mediators of the association between childhood obesity and academic competencies, but suggested factors include parental education and SES, child's gender, school absenteeism, 6, 7, 17, 20 diet and physical activity, 17 psychological adjustment 17 and most recently weight-based stigma, teasing and social rejection. 8 Among children in general, approximately 17-30% report experiencing teasing and social rejection. 21, 22 Overweight youth have been rated lower in peer acceptance 23 and at increased risk of experiencing teasing and social rejection, 16, 24 even when factors such as gender, race, SES, academic competencies and social skills have been taken into account. 25 Experiencing teasing and social rejection has been associated with higher rates of psychological maladjustment 26, 27 as well as with academic problems, 28 and may therefore not only be an important contributing factor in explaining the association between obesity and increased likelihood of psychological maladjustment, but also the association between higher body mass index (BMI) and lower academic competencies. Recent population studies from children and youth in Iceland lend support to this hypothesis as cross-sectional associations between higher BMI, psychological maladjustment and lower academic competencies, as displayed by academic performance, were observed. 17, 29 Also supporting the hypothesis are results from studies in general samples that consistently show psychological adjustment to be an important predicting factor for academic competencies and performance, as well as for academic attainment. 30, 31 Education and academic attainment is highly correlated with income and occupation and it is one of the most important predictors of health. 32 Thus, considering the importance of psychological adjustment and academic competencies for children's well-being and success in life, it remains critical to study and identify the risk and protective factors contributing to the associations observed between childhood obesity, psychological adjustment and academic competencies. Improving our knowledge about the characteristics of children attending treatment may help in the early identification of atrisk children and prevention in the community to improve outcomes. In addition, it may help treatment developers in tailoring treatment to individual children's needs and thereby increase treatment effectiveness.
No studies were identified that report academic competencies of children enrolling for treatment. It thus remains an unanswered question as to what extent children with low academic competencies present for obesity treatment. Moreover, no studies from clinical samples of obese children, looking into the role of teasing and social rejection as a contributing factor to the associations observed between childhood obesity and psychological maladjustment, were identified. Therefore, to be better able to tailor treatment to its potential users and to improve our understanding of the associations observed between childhood obesity, psychological maladjustment and academic performance, the aim of this study was twofold. The first aim was to explore the prevalence of psychological maladjustment, low academic competencies and teasing/social rejection among children enrolling in family-based behavioral treatment. The second aim was to explore whether child reports of teasing/social rejection would account for a significant variance in their psychological adjustment and academic competencies.
Materials and methods

Participants
Participants were obese children and their parents enrolling in an outpatient family-based behavioural treatment for childhood obesity at the Children's Medical Centre (Landspitali University Hospital, Reykjavik, Iceland) in 2006-2007. In the country, universal schooling according to the ideas of mainstreaming 33 is obligatory for grades 1-10, and children's height and weight are routinely measured by school nurses in grades 1, 4, 7 and 10. School nurses in the municipal area were asked to contact parents of obese children in the age range of 8-12 years (obesity defined according to the definition of the International Task Force of Obesity   34 ). In all, 115 families were contacted by school nurses and 91 families agreed to attend introductory interviews/screening at the Children's Medical Centre. One parent from each family was required to attend interviews/ screening and subsequent treatment meetings. Other inclusion criteria were as follows: simple obesity (not due to an identifiable medical cause), no significant dietary or exercise restrictions, no participation in another weight-control programme by any family member and the participating child had to be able to comprehend the treatment manual and complete simple self-monitoring tasks. Only one child/family did not fulfil inclusion criteria and was excluded after screening, but six families withdrew from participation. In all, 84 families enrolled in the programme. Written informed consent was obtained from parents and children before data were collected and the study was approved by The National Bioethics Committee (license number: VSNb2006110005/03-15).
Measures
Demographic information (age, sex, parental education and marital status) was obtained from screening interviews and background information questionnaires. 35 Outside school physical activity was self-monitored for 1 week before starting treatment. Children and parents were instructed to record all child physical activity outside of school that lasted for at least 5 continuous minutes and was of at least medium intensity (defined as being equivalent to a brisk walk). Total minutes were averaged over the week to estimate mean outside school physical activity. Self-monitoring records were kept during treatment, and to validate data collected before treatment, correlations were calculated between the pre-treatment measured physical activity and physical activity during first week in treatment (r ¼ 0.39, Po0.01). Self-monitored physical activity before treatment also correlated with a question on a questionnaire about weekly participation in sports outside of school (r ¼ 0.25, P ¼ 0.02).
Child self-report measures. Child depressive symptoms were assessed by the Children's Depression Inventory 36 and child anxiety symptoms were assessed by the Multidimensional Anxiety Scale for Children. 37 Psychometric properties of these self-report scales have been found acceptable in the US child population 36, 37 ). Psychometric properties of this measure have been found acceptable in the US child population. 40 The measure was translated into Icelandic for this study, but no psychometric data are available for the Icelandic version. The children moreover answered seven questions (yes/no) regarding their experience of teasing/ social rejection (Table 4) . Seven questions were constructed and pretested for use in this study. The questions were combined into a variable 'teasing/social rejection' (Cronbach's a ¼ 0.84) with a possible score range of 0-7.
Parent-report measures. The Strengths and Difficulties Questionnaire (SDQ) 41 parent-report version was used to assess children's emotional symptoms, conduct problems, hyperactivity inattention and peer relationship problems. The SDQ has been translated and standardized for use with the Icelandic population and its psychometric properties have been found to be satisfactory within that population. 42 t-Scores were used for data analysis and a cutoff score of X65 was used as an indicator of concern. Parental reports (yes/no) of child's current or past special education were also collected. Parental depressive symptoms were assessed by the Beck Depression Inventory Second Edition. 43 The selfreport scale has good psychometric properties in the original version 43 as well as in the Icelandic version. 44 The Holmes and Rahe Social Readjustment Rating Scale 45 was used to assess stressful life events occurring in the past year according to parental reports. Total scale scores were used and a low life-stress category of 150 points or less was used as a reference point for participants. 45 The scale was translated into Icelandic, but no psychometric data are available for the Icelandic version.
Teacher-report measures. Academic competencies were measured by a teacher report of child general academic ability, math and reading ability (as compared to other students in the child's class and grade level requirements). Teachers also rated child's general classroom behaviour. Ratings for each child were given on a five-point Likert scale (1 ¼ among the lowest 10%; 2 ¼ among the next 20%; 3 ¼ among the average 40%; 4 ¼ among the next highest 20%; 5 ¼ among the highest achieving 10%). A dichotomized variable was constructed for data analysis, where the two lowest scores were combined into one category representing those with a learning concern ( ¼ 1). All others were categorized as not having an academic concern ( ¼ 2). Academic competencies (reading and math) were also rated by parents on a questionnaire and parental answers correlated moderately with teacher ratings (competencies in math: r ¼ À0.55, Po0.01; competencies in reading: r ¼ À0.65, Po0.01).
Data analysis
Description of data is given by means, s.d.'s and number of observations. For estimates (means, percentages), 95% confidence intervals (CIs) were calculated. Groups were compared by independent sample t-tests and w
2
-tests. The association between teasing/social rejection and psychological adjustment (emotional and behavioural concern) and the academic competency variable, general academic ability, was assessed by correlations. Potential predictor variables for linear and logistic regression models explaining emotional concern and academic general academic ability were also assessed by correlations. Standard multiple regression assessed the independent contribution and variance explained in (1) depression (Children's Depression Inventory); (2) anxiety (Multidimensional Anxiety Scale for Children); (3) self-concept (Piers-Harris Self-Concept Scale); and (4) emotional problems (SDQ) by: gender, physical activity, general academic ability, parental education, depression ( Beck Depression Inventory Second Edition), life-stress (Social Readjustment Rating Scale) and teasing/social rejection. Direct logistic regression was used to assess the independent contribution and variance was explained in child general academic ability by: gender, physical activity, parental education, depression (Beck Depression Inventory Second Edition), life-stress (Social Readjustment Rating Scale) and teasing/social rejection. Data were analysed using PASW Statistics 18, Release Version 
Results
Demographics and clinical characteristics of children and parents Baseline characteristics for the participating children and parents are given in Table 1 . All children exceeded the criteria for childhood obesity (BMI-SDS range 2.14-4.59), and a considerable number (52.4%) met the adult criteria for severe obesity (adult criteria BMI X40, child criteria BMI-SDS X3). Boys had higher average BMI-SDS than girls (BMI-SDS 3.2 vs 2.9, t(82) ¼ À3.00, P ¼ 0.00) and younger children had higher BMI-SDS on average than older children (3.31 for p11.00 years vs 2.94 for 411.00, t(82) ¼ 3.70, P ¼ 0.00).
Children's outside school physical activity in min per day averaged at 12.82 min and no differences were observed by either gender or age. As presented in Table 1 , most of the participating parents were mothers (74/84), of whom 83.31% were either overweight or obese (BMI X25). The mean parental depression score was comparable to the Beck Depression Inventory Second Edition standardization mean of 8.80 points 37 and average parental life-stress fell within a relatively low life-stress category of 150 points or less. 38 No differences were observed in parental characteristics by gender or age of children. Children's psychological adjustment (mean, s.d. and percentage of children exceeding cutoff for depression, anxiety, low self-concept and behaviour-related problems) is presented in Table 2 .
The mean score for self-reported depression was significantly higher in the girls than the boys. The girls had a comparable mean depression score to the standardization sample of Children's Depression Inventory, whereas the boys had lower mean depression score. On the other hand, the boys scored higher on average than the girls on symptoms of Teasing and social rejection among obese children T Gunnarsdottir et al self-reported anxiety, where the boys' scores exceeded the average score from the Multidimensional Anxiety Scale for Children standardization sample, whereas girls' average anxiety score was comparable to the average score from the standardization sample. The average score observed for child self-concept was above the range considered to demonstrate a low self-concept (score of p40) 43 for both boys and girls (Table 2 ). Gender differences were not observed in average self-reported child self-concept, and age differences were not apparent on any of the self-reported measures (depression, anxiety and self-concept).
Average parent-reported scores on the SDQ subscales: hyperactivity; problem behaviour; emotional problems; and peer problems, all exceeded the t-score of 50. Girls had higher scores on average on the subscale problem behaviour (Table 2 ), but gender differences were not evident on other subscales. Age differences were not significant.
For teacher-reported general classroom behaviour, no differences were observed for either gender or age, although boys showed a trend (P ¼ 0.07) towards exhibiting worse behaviour at school than did girls (Table 2) .
A total of 37 children (44.05%) exceeded cutoff for one or more report of emotional concern (either or both self-and parent report) and 29 children (34.52%) exceeded cutoff for one or more report of behavioural concern (either or both parent and teacher report). The total percentage of children exceeding cutoff for one or more measure of concern (self-, parent and/or teacher report) for either emotional or behavioural concern was 58.33%. w 2 Testing indicated differences by age on the parent-reported SDQ subscale problem behaviour with more younger children (p11 years) exceeding cutoff for concern than older children (w
(1) ¼ 4.36, P ¼ 0.04). Age differences for the number of children exceeding cutoff for concern on other measures were not significant. No differences were observed by gender.
According to teacher ratings of child math, reading and general academic ability, approximately one-quarter of the sample were among the lowest 30% for their grade level (math ¼ 22.90%; reading ¼ 25.32%; general academic ability ¼ 22.90%). According to the results from standardized testing in Iceland, performed yearly among all 4th graders (9-10 years) and 7th graders (12-13 years), 22.30% of students scored a low score in 2006 (grades categorized into low, medium and high). 46 The percentage of children with low general academic abilities observed in this study (95% CI: 15.20-33.02%) was therefore not higher than the proportion in the population in general. The percentage of children in this sample that were currently receiving special education was 26.20%. The same percentage as in the general population for age equivalent grades in 2007 (a reported average of 26.20%). 47 The percentage of children endorsing any one of the seven items included in the variable teasing/social rejection ranged from 20.70 to 45.00% (mean, 31.23%; CI: 22.60-42.11%) ( Table 3 ). The average for number of items endorsed on the teasing/social rejection variable was 2.15 (s.d. ¼ 2.21). No differences were observed for either age or gender on any of the seven items or for the total score.
Correlations
Correlations of child and parental demographic factors, child self-report of teasing/social rejection, child and parental ratings of psychological adjustment, child general academic ability and general classroom behaviour are presented in Table 4 . Total number of items endorsed for teasing/social rejection was not significantly associated with child behaviour problems, but correlated significantly with all measures of emotional concern and general academic ability.
Multivariate analyses
Regression models are demonstrated in Table 5 . Standardized regression coefficients (b) and unstandardized regression coefficients (b), 95% CIs for the unstandardized regression coefficients and R 2 are reported for the linear regression models. For the logistic regression model, odds ratios along with their 95% CIs are presented. As teasing/social rejection was not related to child behaviour problems, no models were constructed for those variables. Neither child BMI-SDS nor age was associated with psychological adjustment or general academic abilities (Table 5) , and as such not included as dependent variables in the models explaining emotional concerns and general academic ability. For explaining emotional concern (self-reported depression, anxiety, self-esteem and parent-reported emotional problems), parental education, parental depression, level of outside school physical activity and general academic ability all became nonsignificant in the regression models. The only significant contributors to child self-reported depression and anxiety were gender (girls reporting more depressive symptoms and boys reporting more anxious symptoms) and selfreported level of teasing/social rejection (higher levels of teasing/social rejection predicting more depression and anxiety). In total, 35.12% of the variability in child depression scores and 31.01% of the variability in child anxiety scores was explained by the model (Table 5 ). The only significant contributor to explaining child self-concept was the variable teasing/social rejection when controlling for other variables. Higher scores reported for teasing/social Teasing and social rejection among obese children T Gunnarsdottir et al rejection predicted lower scores on the self-concept measure. The model explained a total of 61.52% of the variability in scores on the self-concept measure (Table 5) . For parent-reported child emotional problems, parental life-stress was a significant contributor along with child selfreported teasing/social rejection. More parental life-stress as well as higher levels of teasing/social rejection contributed to more emotional problems reported by parents. The model explained 37.14% of the variability in the parent-rated scores for child emotional problems (Table 5) .
When explaining teacher reports of child being in the lowest 30% for general academic ability, the logistic model revealed the significant contributors as being parental education and child self-reported teasing/social rejection when controlling for the other variables (Table 5) .
Discussion
The first aim of this study was to explore the prevalence of psychological maladjustment (emotional and behavioural problems), low academic competencies and teasing/social rejection among children enrolling in family-based treatment. In this sample, 44% of the children exceeded cutoff for one or more report of emotional concern and 34.5% exceeded cutoff for one or more report of behavioural concern. Prior studies suggest that emotional and behavioural problems are present in about 10-20% of children and adolescents in samples of children worldwide. 48 The rates of concern observed in this sample therefore seem higher than that expected in the population. Direct comparison of rates of psychological maladjustment to other studies is problematic as methods and measures used are heterogeneous. Nevertheless, these findings seem to be in concordance with other studies from clinical samples showing that higher rates of concern are reported among overweight and obese children in clinical samples as compared to samples of nonreferred children or general population-based samples. [1] [2] [3] [4] [5] 10 In this sample, low academic competencies were not more common than in the general population of Icelandic children. 46 In community samples of children and adolescents, an association between overweight and obesity and lower academic competencies has repeatedly been observed. [6] [7] [8] In concordance to those studies, a higher likelihood of low academic competencies would have been expected in this clinical sample of obese children as compared to the general population of Icelandic children.
As no other studies of academic competencies among obese children in a clinical sample were found, these findings require replication. 
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Approximately one-fourth of the children were rated by teachers as being among the lowest scoring 30% for general academic ability as compared to other children in their class and for their grade level requirements. That was the same proportion as in the general population as suggested by the results of standardized testing in the country. 46 Thus, children endorsed significant levels of teasing/social rejection with almost half (45%) acknowledging they were not popular with same gender peers. The lack of a comparison group or normative data for the teasing/social rejection measure makes comparisons difficult. Nevertheless, the high rate of self-reported 'not being popular' along with parent reports of peer problems (over 90% of both boys and girls being rated by their parents as having significant peer difficulties) indicate that peer difficulties may be very much the reality for a large group of these children.
The second aim of this study was to explore the factors associated with psychological adjustment and academic competencies and to specifically explore the potential effects of experiencing teasing/social rejection. In regression analyses controlling for other variables, self-reported teasing/ social rejection emerged as a significant contributor to explaining both child psychological adjustment and academic competencies. The findings indicate that teasing and social rejection among obese children enrolling in family-based treatment is a risk factor for psychological maladjustment (emotional concern specifically) and low academic competencies, which is in accord with previous research. [26] [27] [28] 30, 31 In this study, teasing/social rejection was not associated with behavioural concern. Our findings confirmed the findings from other studies 2,9-11,13 that degree of overweight or BMI-SDS does not seem to be correlated with child psychological adjustment among overweight and obese children in clinic-based samples. Also, in this sample, the degree of overweight (BMI-SDS) did not correlate with academic competencies. However, a treatment-seeking sample has a restricted range of weight status. We hypothesize that the association observed in community studies between weight status and psychological adjustment on the one hand and academic competencies on the other may be nonlinear. Reaching a certain degree of overweight, as perceived by others, may trigger stigmatization, teasing and social rejection among vulnerable children, which could contribute to the higher prevalence of psychological maladjustment and lower academic competencies associated with higher BMI values. Additional accumulation of adiposity beyond a certain level may not contribute further to the stigmatization of being overweight, which would explain why an association is not observed in clinical samples where all participants are overweight. The data from the study by Vila et al. specifically support this notion as in that study children with a broad range in their level of overweight were included (n ¼ 155, BMI-SDS range þ 2-14). As this finding has now been documented consistently in different countries, this hypothesis should be further explored in future studies. In this study, older children did not display a higher rate of psychological maladjustment as compared to younger children as has been reported from other studies. 1 Gender differences were apparent and gender contributed signifi- Teasing and social rejection among obese children T Gunnarsdottir et al cantly to explaining both depression and anxiety. Nevertheless, gender effects were not consistent and girls did not specifically show worse emotional adjustment than boys as has been indicated by trends from other studies. 1 However, the limited age range of the participating children may explain why no consistent gender or age differences were observed in this study as higher rates of psychological maladjustment have most consistently been observed in adolescent girls. In the general child mental health literature, the so-called adolescent-onset emotional problems, including depressive/mood disorders and anxiety disorders, show a marked female preponderance. Anxiety disorders moreover are more common in girls than in boys even at an early age. 49 A higher rate of anxiety among boys is therefore an unexpected finding. Research on sex differences in obese children's mental health is scarce; thus, the effects of gender and age require further study. Parental education was used in this study as a proxy of SES. Parental education and other SES measures have consistently been found to affect academic outcomes and even overwhelm the contribution of other variables. Although parental education was a significant contributing factor to explaining a child's general academic ability, the contribution of teasing/social rejection remained significant when controlling for the effects of parental education as well as parental psychological well-being, child gender and level of physical activity. These findings suggest quite a robust effect of teasing/social rejection on children's adjustment.
Physical activity correlated most consistently with positive outcomes for psychological adjustment (behavioural and emotional concern) as well as with higher general academic ability. In a recent study from a clinical sample of overweight and at-risk-for-overweight youngsters by Storch et al., 50 teasing and social rejection correlated negatively with physical activity, but positively with child emotional adjustment, which is consistent with our findings. Storch et al. 50 suggested that victimized, overweight youngsters may avoid activities that are not closely supervised, such as physical activities outside of the school setting in concordance with an observed link between teasing and social rejection and social avoidance. 26, 27 Physically inactive children may as a result miss out on important opportunities to interact with their peers and become less socially competent than their more physically active peers. Lower social skills may in turn predispose children to experiencing teasing and social rejection as social skills and establishing and maintaining close relationships is learned through interactions with peers. 51, 52 Research on physical activity has demonstrated an association with a wide range of health benefits, including less symptoms of emotional concern. 53 Physical activity interventions have furthermore been associated with benefits observed in symptoms of emotional concern. 54 In a recent review of the effects of exercise on children's intelligence, cognition and academic achievement, evidence for an association between exercise and children's academic achievement was found and it was suggested that exercise may be a simple, but an important method of improving children's mental functioning. 55 This may be an important factor to consider and examine in future prevention efforts for improving child mental health outcomes as well as physical health outcomes.
Other studies have demonstrated a link between child psychological adjustment and parent psychological adjustment. 2, [9] [10] [11] [12] [13] In this study, we only found such an association for the parent-reported measure of emotional concern, but not for the child self-report measures. In regression models controlling for a number of other variables, parental lifestress explained a significant variability in parent-reported emotional concern. This finding is not surprising as parental levels of psychological adjustment and maternal maladjustment specifically have been found to predict the reporting of higher levels of adjustment problems among children than reported by children themselves. 56, 57 Some of the studies that have documented the association of parental and child psychological adjustment only used parent-reported measures for child psychological adjustment. 9, 11, 12 Methodological differences may therefore explain in part why an association was not observed for all measures in this study. In fact, a consistent finding in rating scale research with youngsters is a modest agreement that is generally observed among different informants' ratings. 58, 59 In this study and in the study of Zeller et al., 10 higher rates of child emotional concern were reported by parents than by children themselves. This observation could therefore be explained in part by this finding and the effects of parental psychological maladjustment.
To our knowledge, this study represents the first examination of the relations between teasing and social rejection, psychological adjustment and academic competencies in a clinical sample of obese children. The strengths of this study include the reliance on multiple informants, including a number of adjustment variables and a number of covariates that have been previously implicated in these associations. Also, the participating families had not sought out treatment on their own. These children had been identified through school screening and referred for treatment, but the rate of those accepting the referral was very high. Thus, the sample may be more representative of the general population of children in need of treatment than most studies of clinic samples.
The data nevertheless present with several limitations. First, as they represent a sample of obese children enrolling in treatment, the characteristics and associations observed may not necessarily generalize to the broader community. Although this sample may be more similar to a communitybased sample than a treatment-seeking sample, the parents in this study had to consent to participate. Also, one parent was required to fully take part with the child. That inclusion criterion may, in itself, have ruled out participants with different characteristics from those who did participate, but the refusal rate was low. As this is the first study to test the effects of teasing and social rejection on both psychological
Teasing and social rejection among obese children T Gunnarsdottir et al adjustment and academic competencies among children enrolled in treatment, replication of these findings is necessary. A second limitation is that not all the measures used were validated in the Icelandic population, which limits the possibilities of comparison to other studies and the population in general. Furthermore, as self-monitoring of outside school physical activity has limited reliability and validity relative to a laboratory measure or objective measures of physical activity (for example, pedometer or accelerometer), the method used for measuring child physical activity also presents a limitation to the study. Last but not least, although these data suggest that teasing and social rejection is associated with negative emotional as well as academic consequences in obese children, the present data are limited by their cross-sectional nature. Prospective longitudinal studies are needed for further advancements in this field. Research with an extended time frame and repeated assessments for studying the pattern of change over time and the dynamics between teasing and social rejection, psychological maladjustment and academic competencies is needed. Teasing and social rejection, psychological adjustment and academic competencies may all have high stability over time and have long-term adverse outcomes, which could potentially be ameliorated by effective prevention and treatment. Furthering our knowledge of the risk and protective factors could moderate these associations.
In summary, these data indicate that obese children enrolling in treatment are a heterogeneous group. A substantial number of these children experience psychological maladjustment and low academic competencies. The rate of self-reported concerns was about double that expected for the general population, although average level of concerns was not significantly different. However, selfreported teasing/social rejection was quite high and it was associated with poorer psychological adjustment as well as lower academic competencies. The presence of substantial peer difficulties is corroborated by parental reports of child peer problems, supporting the need to address peer relations with overweight children both in clinical practice as well as in public health interventions. In treatment, assessment of the experience of teasing and social rejection is recommended and addressing this issue during treatment is likely to improve the child's self-esteem and social competencies.
